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Background: Eye care practitioners are often required to make recommendations 
regarding their patients’ visual fitness for driving, including patients with visual 
impairment (VI). This study aimed to understand the perspectives and management 
strategies adopted by optometrists regarding driving for their patients with central VI.    
Method: Optometrists were invited to participate in an online survey (launched April 
2012, closed June 2012). Items were designed to explore the views and practices 
adopted by optometrists regarding driving for patients with central VI (visual acuity 
(VA poorer than 6/12, normal visual fields, cognitive and physical health), including 
conditional driver’s licences and bioptic telescopes. Closed- and open-ended 
questions were used.  
Results: The response rate was 14 per cent (N=300 valid responses were received). 
Most respondents (83 per cent) reported that they advised their patients with VI to 
‘always’ or ‘sometimes’ stop driving.  Most were confident in interpreting the visual 
licensing standards (78 per cent), and advising on legal responsibilities concerning 
driving (99 per cent). Respondents were familiar with VA requirements for 
unconditional licensing (98 per cent), however the median response VA of 6/15 as 
the poorest VA suggested for conditional licenses differed from international practice 
and Australian medical guidelines released a month prior to the survey’s launch. Few 
respondents reported prescribing bioptic telescopes (2 per cent). While 97 per cent 
of respondents stated that they discussed conditional licences with their patients with 
VI, relatively few (28 per cent) reported having completed conditional licence 
applications for such individuals in the previous year. Those who had completed 
applications were more experienced in years of practice (p=0.02) and spent more 
time practising in rural locations (p=0.03) than those who had not.  
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Conclusion: The majority of Australian optometrists were receptive to the possibilities 
of driving options for individuals with central VI, although management approaches 
varied with respect to conditional licensing. 
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Vision is important for undertaking the complex task of driving.1,2  Accordingly, 
licensing standards worldwide include a legal visual requirement for driving eligibility, 
which most commonly includes high-contrast visual acuity (VA), despite evidence 
that high-contrast VA may not be a strong predictor of driving performance and 
safety.3,4 Other measures such as contrast sensitivity and the useful field of view 
demonstrate a strong relationship with driving performance and have been 
recommended to supplement high-contrast VA screening tests for driving,5-8 but are 
not typically included in driving licensure standards.   
Eye care practitioners are often required to evaluate and make judgements on an 
individual’s visual capacity for driving9,10 including recommending driving cessation 
or the use of licensing ‘conditions’ for people with visual impairment (VI) who wish to 
drive. These licensing ‘conditions’ can include limits to driving speeds, time of day, 
locations  (e.g. within a given radius of home) and the use of bioptic telescopes,11,12 
however there is limited  evidence regarding the effectiveness of these licensing 
conditions with regard to their impact on driving safety.13  It is important that 
decisions about driving cessation are made with care, given that driving cessation is 
associated with reduction in quality of life and may lead to depression and feelings of 
social isolation.14,15    
In Australia, eye care professionals such as optometrists and ophthalmologists refer 
to the ‘Assessing fitness to drive for commercial and private vehicle drivers: medical 
standards for licensing and clinical management guidelines’ (Assessing fitness to 
drive guidelines)9 when assessing an individual’s medical fitness to drive. The most 
recent revisions provide increased guidance for considering a conditional driver’s 
licence including vision specific flow charts to assist in understanding conditional 
driver’s licence applications. In the guidelines, eye care practitioners are allowed 
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‘some discretion….in application of the standard….However, a driver licence will not 
be issued when the visual acuity in the better eye is worse than 6/24’.9 This wording 
thereby allows eye care practitioners scope for variation in the management of 
individuals with central VI who wish to drive. The current standards also differ from 
the previous version and were revised in order to provide further guidance to 
practitioners. For example, 6/24 is given as the poorest level of VA for which a 
private conditional drivers’ licence will be granted, whereas, the poorest VA level 
possible for a conditional licence was not specified in the previous guidelines.16 
Licensing conditions in Australia include driving while wearing corrective lenses, in 
daylight hours only, off-peak hours only, within a given radius of the place of 
residence. For the first time, the use of bioptic telescopes was mentioned in the 
revised guidelines, but not as a condition for licensing, instead prospective drivers 
are referred to ‘an optometrist/ophthalmologist with expertise in the use of these 
devices’.9 
Bioptic telescopes are hands-free spectacle mounted optical assistive devices that 
allow individuals with central VI to meet the VA standards for driving by providing a 
magnified view through the telescope. The bioptic telescope is mounted in the upper 
portion of the distance spectacle carrier lens. When required (e.g. to view road signs/ 
traffic lights/hazards), the driver typically drops their chin, momentarily aligning the 
telescope with the object of interest to provide a magnified view,  while 
simultaneously attending to the driving scene ahead. The action is brief, much like 
the timing required to look in the rear view mirror of a car. Bioptic telescopes are 
legally permitted as a strategy for driving for individuals with central VI in many 
states in the USA11 and in the Netherlands.17 A number of other jurisdictions are 
beginning to consider the possibility of bioptic telescopes for driving, including 
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Australia,9 however, there is no standardisation of, or conclusive evidence 
supporting the VA limits or driving conditions advised for drivers with central VI who 
wear bioptic telescopes.12  
Australian guidelines allow ‘discretion’ in applying the vision standard, thus it is 
hypothesised that Australian optometrists will have various management approaches 
when advising people with central VI who wish to drive. As little is known about 
optometrists’ perspectives regarding driving for patients with central VI this study 
aimed to understand the perspectives and management strategies of Australian 
optometrists regarding driving for their patients with central VI.  As a secondary 
objective we explored perspectives regarding assistive devices like bioptic 
telescopes for driving for patients with central VI. 
METHODS 
A cross-sectional on-line survey of practicing optometrists in Australia, designed to 
investigate their perspectives and management strategies in relation to patients with 
central VI and driving was conducted in April-June, 2012. Based on reports that the 
number of Australian optometrists practicing in 2009 was  3719,18 a target sample 
size of 348 respondents was estimated to achieve  95 per cent confidence within ±5 
per cent  that responses would reflect Australian optometrist’s views, where there 
was at least 50 per cent proportion agreement with a statement.19 Unique URLs 
were emailed to publicly listed email addresses  (n=2943) instead of utilising the e-
newsletter distribution processes of the major professional organisation for 
Australian optometrists to advertise a link to the survey, in order to facilitate sending 
electronic reminders (one week after initial distribution) . Thus, optometrists who did 
not have a publicly listed email address could not be sent an invitation using this 
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method. Survey software was set to maintain anonymity for respondents. Ethics 
approval was obtained from the Biomedical Human Research Ethics Advisory Panel 
of UNSW Australia.  
Driving with central VI was defined for the purpose of this study as drivers who do 
not meet the minimum VA requirement for an Australian private unconditional 
driver’s licence (VA poorer than 6/12); yet have normal visual fields and adequate 
cognitive and physical health according to the Australian Assessing fitness to drive 
guidelines9 and this definition was repeated in each survey question to ensure 
respondents had this definition in mind as they answered the questions. Therefore, 
the scope of this study was designed to exclude optometrists’ views and practices 
towards patients with significant visual field loss. 
Design and development of the survey 
Questions relating to participant demographics, views and patient management were 
created with reference to a previous survey on optometrist practice,20 the Assessing 
fitness to drive guidelines,9 and interventions currently available to patients with 
central VI who wish to drive.2,8,9,12 All items were piloted, first by staff optometrists at 
a University-based optometry clinic ( nine responses from 12 surveys); then by other 
primary care optometrists (22 responses from 120 surveys). To minimise bias and 
ambiguity the survey was revised by the authors after each pilot trial, and by four 
non-optometric professionals with expertise in questionnaires. Likert scales were 
used to record responses to facilitate data analysis. The option to provide comments 
was also available for each section to ensure that all participant views were 
captured.   
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Survey questions were divided into 5 sections (responses with abridged questions 
can be viewed in Figures 2 to 6).  
1. Section A was designed to collect demographic data including practice 
locations. We wished to understand whether the location of practice 
(principally metropolitan or rural) was associated with management strategies 
if the sample size was sufficient to be representative for each geographical 
locale.   
2. Section B assessed the awareness of current VA requirements for an 
unconditional and conditional private driver’s license. 
3. Section C collected information about the current practice of the optometrist; 
in terms of managing a patient who no longer meets the VA standard for a 
current private unconditional driver’s licence and strategies that patients 
report using when they experience visual difficulties with driving.  Items 
explored whether optometrists advised individuals with central VI to stop 
driving, reported patients to the driving licensing authority, made 
recommendations for a conditional driver’s licence or used other management 
strategies, including bioptic telescopes. The responses in relation to the 
number of reports written for a conditional driver’s licence in the last 12 
months was later collapsed into binary categorical data (has/has not written a 
report) for analysis. 
4. Section D explored respondents’ receptiveness to, and understanding of, 
strategies that would either: 
i. assist them to evaluate whether or not to recommend a private 
conditional driver’s licence for a patient, such as continuing education 
workshops (if they were to be made available) or  
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ii. assist a patient with central VI to continue to drive; such as bioptic 
telescopes. Items assessed the optometrist’s knowledge of bioptic 
telescopes regarding use in driving and non-driving situations (such as 
in a classroom setting or for pedestrian mobility), in order to provide 
insight into the prescription of bioptic telescopes by optometrists in 
Australia.    
5. Section E explored attitudes towards driving with central VI, and how willing 
optometrists were to take on the responsibility to use ‘discretion’9 when 
applying vision standards for driving licensure.   
The responses to all sections of the survey were summarised using descriptive 
statistics. To estimate the likely precision for a proportion reflecting all Australian 
optometrists, 95 per cent confidence intervals (CI) and the frequency of individual 
responses per item are provided whenever a population percentage is presented in 
the results. Data was also analysed using Chi-Squared or Mann-Whitney U statistics. 
To characterise those participants who had written a report for a conditional licence, 
in the past 12 months, post-hoc analysis were conducted to determine if there were 
any associations with time spent working in rural locations, years of practice 
experience and the proportion of patients they examined with VA poorer than 6/12 
(where p<0.05 was considered significant).  
RESULTS 
Section A: Demographics 
Three hundred valid responses were received (14 per cent response rate, 51 partial 
replies, 479 rejected e-mails, six replied as being out-of-scope), which was less than 
the target total sample size of 348.  The mean ± standard deviation number of years’ 
experience in practise of respondents was 20.5 years (±11. 2 years; ranging from 
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newly qualified to 54 years of experience, n=300). On average, respondents 
estimated that 11.5 per cent (95 per cent CI 8-15 per cent, of 299 total responses to 
this question) of their patients over the age of 16 years (which is the youngest driving 
age in Australia) had best corrected VA worse than 6/12.  
 
Most respondents (72 per cent, 95 per cent CI 67-77 per cent, of 290 total responses 
to this question) reported spending the majority of their practice time in metropolitan 
locations. Respondents who spent the majority of their time in rural locations (28 per 
cent, 95 per cent CI 23-33 per cent, n=80/290) were significantly more likely to report 
that their patients did not have easy access to public transport options 
(χ2(2,N=290)=126.92, p<0.01) however due to the low number of respondents from 
rural optometrists, this result is not necessarily representative of rural optometrists in 
general.  The proportional distribution of responses by geographical region was 
comparable to previous research20 and not significantly different from  the Australian 
Optometric workforce in 200918 indicating that the survey achieved proportional 
representation of the Australian optometric workforce, which was the target 
population of the study (Table 1).  
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 Table 1: Response rate per state/territory compared to the distribution of the 
Australian Optometric workforce per state/territory in 2009.18 There was no 
significant difference in the proportions of respondents by state/territory as described 
in the Australian Optometric workforce data18 and the present study  
(χ2(7,n=8)=5.22,p=0.63). 
State Proportions of Responses 
across Australian 
states/territories 
(sample size 300) 
Proportions of optometrists 
across Australian 
states/territories in 2009 
(population size 3719 in 
2009)19 
ACT 1.3% (n=4) 1.3% (n=50) 
New South Wales 37.7% (n=113) 36.4% (n=1355) 
Northern Territory 1.3%  (n=4) 0.6% (n=23)  
Queensland 22.7% (n=68) 20.5% (n=763) 
South Australia 3.7% (n=11) 5.2% (n=195 ) 
Tasmania 2% (n=7) 1.9% (n=71) 
Victoria 24% (n=72) 24.8% (n=922) 
Western Australia 7% (n=21) 7.9% (n=292) 
Unknown 0 1.3% (n=48) 
Total N=300 N=3719 
 
Section B: Knowledge of current driving licensing vision requirements   
The majority of respondents (98 per cent, 95 per cent CI 96.5-99.5 per cent, 
n=295/300) were familiar with the minimum VA requirement of 6/12 for a private 
unconditional driver’s licence in their jurisdiction. Fifty-seven per cent (95 per cent CI 
51.6-62.4 per cent, n=171/300) of respondents were aware that when spectacles 
and/or contact lenses are required to achieve 6/12 vision, this renders a driver’s 
licence conditional rather than unconditional.9  
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Section C: Current Practice and Patient Management  
Twenty eight per cent of respondents (95 per cent CI 23.1-32.9 per cent, n=84/300) 
stated that they had written a report (median=2, Range of 1 to 24 reports) to the 
driver licensing authority recommending a private conditional driver’s licence for an 
individual with central VI in the past 12 months.  
Those who had written a report for a conditional licence in the past 12 months spent 
significantly more time working in rural locations (U= 7791.5, p=0.03, N=300) and 
had been practising as an optometrist for significantly longer than those who had not 
(report writers 23.1 + 11.1 years, median= 24 years; non-report writers 19 + 11.1 
years, median = 20 years) (U=7476.5, p=0.02, N=300). While results suggest that 
respondents practising in rural locations were more active in writing reports to 
support a conditional driver’s licence (32/80) than those who mainly practiced in 
metropolitan regions (49/210), the number of respondents who were based in rural 
areas who participated in the survey was too small to be representative. 
Respondents who had written a report in the past 12 months did not report a higher 
percentage of their patients having VA worse than 6/12 in an average week 
(U=8908, p=0.86, N=300).   
The results regarding management of patients who do not meet the VA requirement 
for the driver’s licence that they hold are presented in Figure 1. Pooling the ‘always’ 
and ‘sometimes’ Likert responses for ease of interpretation, shows that 83 per cent  
(95 per cent CI 78.9-87.1 per cent, n=245/296) advise their patients with VI to stop 
driving whereas 13 per cent (95 per cent CI 9.3-16.7 per cent, n=40/296) ‘rarely’ and 
4 per cent (95 per cent CI 1.9-6.1 per cent, n=11/296) ‘never’ give this advice.  
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Respondents identified strategies that their patients with VI reported using to enable 
them to drive safely, including limiting driving to daylight hours only (99 per cent, 95 
per cent CI 97.9-100 per cent, n=295/298), to local areas (98.7 per cent, 95 per cent 
CI 97.5-99.9 per cent, n=295/299), driving closer to a sign in order to be able to 
identify it (83 per cent, 95 per cent CI 78.9-87.1 per cent, n=249/299); and at slower 
speeds (78 per cent, 95 per cent CI 73.5-82.5 per cent, n=233/299).  Less often 
reported strategies were driving accompanied by a passenger with better vision (37 
per cent, 95 per cent CI 30.3-43.7 per cent, n=111/189) and using a global 
positioning system (GPS) navigator (20 per cent, 95 per cent CI 15.6-24.4 per cent, 
n=59/290). 
  
<Insert Fig 1> 
 
Section D: Influences/interventions that might impact on decisions regarding 
vision for driving   
Respondents indicated that more specific detail on driving restrictions and continuing 
education workshops on driving with central VI would assist them in making 
recommendations regarding a conditional driver’s licence (see Figure 2).  
 
<Insert Figure 2> 
 
Figure 3 displays the knowledge and prescribing habits of respondents with regards 
to bioptic telescopes. Most respondents reported that they did not prescribe bioptic 
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telescopes for any activities, and almost half had not previously heard of a bioptic 
telescope.   
 
<Insert Figure 3> 
 
Respondents were asked to state the VA limits they would consider appropriate for 
private conditional licenses; both with and without a bioptic telescope. For a private 
conditional driver’s licence, conditional on driving with restrictions, but without any 
low vision aids, the median poorest VA considered was 6/15 (Range:6/9.5-6/38). For 
a private conditional driver’s licence, where the patient would be driving with bioptic 
telescopes, the median VA considered appropriate when viewing through the carrier 
lens was also 6/15 (Range:6/9.5-6/38) and the median poorest VA when viewing 
through the telescope was 6/12 (Range:6/9.5-6/60).  
 
Section E: Optometrists’ Attitudes 
Twenty-five per cent (95 per cent CI 20.3-29.7 per cent) of respondents agreed with 
the statement that all individuals with central VI should not drive (‘strongly agree’ and 
‘agree’ were grouped together, see Figure 4).  Most optometrists felt confident to 
apply discretion when applying the VA standard for driving. 
 
<Insert Figure 4> 
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Respondents reported that restrictions such as driving during daylight (90 per cent, 
95 per cent CI 86.7-93.3 per cent), within a familiar area (83 per cent, 95 per cent CI 
78.9-87.1 per cent) and at restricted speed (69 per cent, 95 per cent CI 64-74 per 
cent) are reasonable restrictions to impose on conditional driving licenses.  (See 
Figure 5) 
 
<Insert Figure 5> 
 
The open-ended comments yielded suggestions that optometrists may be likely to 
avoid completing applications for conditional driver’s licences due to time constraints 
and problems with form accessibility. Some respondents stated that they did not 
support the use of bioptic telescopes as they considered them to be ‘not safe’ 
(n=11), others stated that they were insufficiently experienced with bioptic telescopes 
to be able to answer the questions (n=20) and some suggested the need for more 
evidence on which to base the introduction of bioptic driving in Australia (n=5).  
 
DISCUSSION 
This study sought to gain increased insight into the perspectives and management 
strategies adopted by Australian optometrists regarding driving for patients with 
central VI. This was undertaken through analysis of survey responses from 
optometrists on a range of topics related to patients with central VI and driving. The 
survey explored optometrists’ receptiveness to potential interventions and conditions 
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for driving with central VI; particularly the option to recommend a private conditional 
driver’s licence.  
The results demonstrate that optometrists in Australia report that they regularly 
examine patients with best corrected VA worse than 6/12. Our sample reported that 
about 12 per cent of patients examined per week (over the age of 16 years) had best 
corrected binocular VA of worse than 6/12, which concurs with a previous study 
conducted in1996 on a similar population (11.6 per cent).20  Studies from a range of 
countries have shown that there are individuals who drive who do not meet the visual 
requirements for the licence that they hold, 21-26 thus it is likely that Australian 
optometrists are also examining individuals with reduced VA that drive.  
 
Almost all respondents (98 per cent) were familiar with the private unconditional 
driver’s licence VA requirements, a higher percentage than reported in a 2006 
survey where 90 per cent of  Australian optometrists were familiar with the visual 
requirements for a private unconditional driver’s licence.27 However, responses to 
other questions in our survey indicated some lack of clarity regarding what 
constitutes a conditional driver’s licence. For example, nearly half of the respondents 
in our sample (43 per cent) were not aware that ‘prescribed corrective lenses must 
be worn’ is an example of a licence condition.9  The median response was 6/15 as 
the poorest VA for a private conditional driver’s licence, whereas the Assessing 
fitness to drive guidelines9 stipulates 6/24; which is more closely aligned with 
international practice.11 This may have been related to the fact that the Assessing 
fitness to drive guidelines 9 were revised in March 2012, just one month prior to the 
launch of our survey, and the revision  included changes to the conditional licensing 
VA limit. This suggests that there may have been a lag in awareness of the changes 
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to the guidelines for conditional licensing, which might reflect a need for better 
communication between driving licensing authorities and health professions, 
including optometry. 
 
Familiarity with details for conditional licensing was also found to be limited in a 
survey of Australian health professionals in 2006 commissioned by the National 
Transport Commission 28 which consequently recommended that all professions, 
including optometry, increase their awareness of conditional licensing options. While 
most optometrists (83 per cent) in that report supported the use of a conditional 
driver’s licence as an option to ‘balance driver’s needs with road safety’,  
optometrists were found to be less aware of the practice concerning applying 
licensing conditions (22 per cent) compared with other medical professions.28  
Respondents in the present study  suggested that increased awareness within the 
profession might be achieved through provision of more specific detail on which 
driving restrictions to apply for particular levels of central VI ; followed by continuing 
education workshops on driving with central VI.  
 
In Australia,  the driver is responsible to report any conditions to the driving licensing 
authority that ‘might affect their ability to drive safely.’9 Our results suggest that 
optometrists are practising with this in mind. Respondents advised individuals with 
central VI to cease driving, but generally did not notify the driving licensing authority 
(see Figure 1). Respondents discussed legal responsibilities (99 per cent) and 
advised patients that it is their responsibility to inform the driving licensing authority 
(97 per cent), (Figure 1). Therefore, most optometrists tend to provide their patients 
with the responsibility for making an informed decision about their own driving, after 
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advising them that they should cease driving if they fail to meet the requirements. 
This may explain why conditional driving licenses due to VI (other than spectacles for 
refractive error) are not often applied in Australia.  Only 1-7 per cent of all driving 
licences per state were shown to be restricted for conditions other than refractive 
error,28 and less than 10 per cent  of an older cohort had a licence restriction, where 
spectacles were the main reason for the conditional licence (95 per cent).13 The 
necessity to improve visibility and formalisation of conditional licensing is 
debatable,13 although registration of drivers with conditional licensing due to VI would 
be useful to facilitate crash and safety research in this cohort.      
 
Open-ended comments yielded other reasons why optometrists might be less likely 
to write reports to the driving licensing authority, including time constraints and lack 
of easy reporting forms. A survey in the USA also emphasised that optometrists 
considered the protection of the patient-practitioner relationship to be a factor.29 In 
2005, Australian optometrists (67.2 per cent) were undecided about whether they 
found the medical report forms in the 2003 Assessing fitness to drive guidelines 
useful.28 The medical report form has since been refined,9  however, it still does not 
include sections for easy completion of vision specific impairments. 
A recent study in the USA reported that most optometrists recognised that they had 
a responsibility to evaluate vision for driving, they discussed driving habits 
(especially in practices where they had more time and examined more elderly 
patients) and were confident to assess the appropriateness of their patients’ vision 
for driving (80 per cent).29,30 Similarly, 78 per cent of our respondents were confident 
to apply ‘discretion’9 regarding the VA standard and the appropriateness of a 
conditional driver’s licence, however, a smaller proportion (46 per cent) wished to 
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take responsibility for recommending such a licence. The majority showed some 
receptiveness to the possibility of driving with central VI as only 7 per cent of 
respondents were opposed to the concept of allowing individuals with central VI to 
be assessed on road, and 25 per cent felt that all individuals with central VI should 
not drive. (Figure 4)      
 
There is limited empirical evidence regarding which driving conditions/restrictions to 
use for different kinds of VI when recommending a conditional driver’s licence. 
Speed limits and driving with a passenger are strategies used in learning-to-drive 
programs, and have been shown to decrease crash rates.31 Research on driving 
restrictions in older drivers found that restrictions other than spectacles are seldom 
used, although restrictions such as a maximum permitted driving distance from 
home, in specific areas only and no night driving do appear to be linked to reductions 
in absolute crash rates.13  Other research into whether restrictions related to medical 
conditions (including VI) affect crash rates have had mixed results, with studies 
reporting either a modest elevation in crash rates32,33 or a 87 per cent lower risk of 
causing a crash when a restriction was imposed.34 One study that explored 
restrictions due to VI alone, but grouped reduced VA and restricted visual fields 
together, showed raised citation and crash histories for high levels of VI.  However, 
the crash rate was not significantly higher for low levels of VI (VA poorer than 6/15 
but better than 6/21 with 120° horizontal extent of the visual field)35 which lends 
support to those jurisdictions which allow these levels of VA for a private conditional 
driver’s licence.9 When VA is worse than 6/24, other restrictions such as the use of 
bioptic telescopes may be applied in the USA11  and in the Netherlands.36 
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Respondents reported limited familiarity and little experience with the prescription 
and use of bioptic telescopes (see Figure 3). Respondents stated that a VA of 6/15 
should be the minimum VA through the carrier lens when a bioptic telescope is 
prescribed, while  non-Australian jurisdictions allow VA between 6/24 to 6/60 through 
the carrier lens.11   The more conservative approach regarding a minimum VA of 
6/15 through the carrier lens suggested by our sample might reflect a limited 
understanding of the way that bioptic telescopes are used for driving, but might also 
indicate that they perceive driving with VA worse than 6/15 through any form of 
optical correction as undesirable. Some respondents indicated an interest in 
prescribing bioptic telescopes in the future. The 2012 Assessing fitness to drive 
guidelines9  called for more research into the use of bioptic telescopes for driving 
and indeed since publication of these guidelines there  is emerging evidence 
suggesting that bioptic telescopes are a practical option for driving with central VI. 
For example in a study of 23 drivers who had been trained to drive with bioptic 
telescopes, 22 had on-road driving skills which were rated as safe and comparable 
to those of age-matched visually normal drivers.37 The bioptic drivers’ self-ratings of 
the difficulty of driving tasks and their capacity to undertake critical driving skills, 
were similar to those of the backseat evaluators’ ratings of their performance, 
indicating an appropriate level of insight into their driving performance. Indeed, more 
than half of the bioptic drivers in this study reported driving slower than the general 
traffic flow, which is likely to represent a compensatory strategy adopted to provide 
them with more time to identify and respond to traffic signs or relevant road hazards 
on the road.38 Another recent study confirmed that hours of driving training and 
previous driving experience were predictive of road testing outcomes for bioptic 
drivers.39  A study that followed a small cohort of 10 bioptic drivers for two years 
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suggested that their crash and citation records did not differ  from age-matched 
visually normal drivers.40 However, further research on larger cohorts is required to 
provide insight into the safety of driving with bioptic telescopes and central VI. 
The findings of this study must be considered in light of limitations, which are similar 
to those of other survey studies that rely on self-report. It is also possible that those 
optometrists who responded to this survey might have been more likely to be 
receptive to conditional licensing options or have an interest in VI. Defining central VI 
as VA poorer than 6/12, and not specifying limits or VA ranges (such as 6/24 or 6/60) 
might also be seen as a limitation as responses might have differed if respondents 
were asked to differentiate between mild and severe VI, however this was done 
purposefully to avoid influencing the response to questions on conditional licensing 
VA limits (see section D in results). Another limitation was that the sample size was 
designed to reflect the total number of optometrists in Australia but not that of 
individual states or optometrists who were based in rural versus metropolitan 
locations, hence further comparisons by location of practice could not be made with 
confidence. 
In summary, although respondents were confident in applying the standard in 
relation to unconditional licensing, their responses indicated some variations 
regarding their application and consideration of conditional driver’s licences and the 
prescription of bioptic telescopes for individuals with central VI. Driving rehabilitation 
experts advocate that 6/12 should be used as a prompt to identify or ‘flag’10,41 those 
individuals that might be eligible for a conditional driver’s licence instead of as an 
absolute limit for all driving. This study highlights respondents’ desire for further 
evidence and increased guidance regarding the options for driving with central VI. 
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Figure 1: Current practice and management of patients that drive with central visual 
impairment (VI) (VA poorer than 6/12; normal visual fields, cognitive and physical 
health) by the respondents. 
 
Figure 2:  Strategies to assist optometrists to evaluate patients with central visual 
impairment (VI) (VA poorer than 6/12; normal visual fields, cognitive and physical 
health) for a conditional driver’s licence and the perceived usefulness of the 
strategies by the respondents.   
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Figure 3: Respondents’ prescribing habits in relation to bioptic telescopes. 
 
 
 
Figure 4: Attitudes of respondents towards individuals driving with central vision 
impairment (VI) (VA poorer than 6/12; normal visual fields, cognitive and physical 
health) regarding taking on the responsibility of applying discretion for making 
conditional driver’s licence recommendations.  
 
26 
 
 
Figure 5: Respondents’ attitudes towards restrictions/conditions that may be 
recommended by optometrists to be imposed on a private conditional driver’s 
license. 
 
 
 
 
 
